Introduction
============

Although the data in maternal death show declining trend over the last three decades in developing countries, it still accounts for 99% of global maternal mortality in low- and middle-income countries, which approximates to 287,000 per year.[@b1-jmdh-11-601] Many international communities are putting their optimum efforts in reducing maternal mortality. Institutional delivery, universal access to antenatal care, presence of skilled health personnel during delivery and provision of essential equipment, drugs, and supplies are some of the important strategies that are being put forward.[@b2-jmdh-11-601] However, in recent years along with these potential drivers, male involvement in reproductive health is recommended as one of the basic interventions to improve the maternal health and outcomes.[@b3-jmdh-11-601],[@b4-jmdh-11-601]

In most of the developing countries, men play the role of gatekeepers to health care.[@b5-jmdh-11-601] They are the primary decision makers that directly affect their partner's and children's health.[@b6-jmdh-11-601] Their decisions affect in utilization of resources and access to health care services, use of contraceptives and child spacing, availability of nutritious food and women's workload.[@b7-jmdh-11-601] Apart from the role of decision makers in the family, their actions in terms of abuse or neglect have a direct impact over the health of their partner's and children.[@b8-jmdh-11-601] Thus, having tremendous economic and social power in the family, active involvement of men in maternal and child health (MCH) has significant implications. However, in spite of significant role of men, they have inadequate knowledge about MCH.[@b9-jmdh-11-601] The deep-rooted social structures of developing societies have formed an inequity over the power of making decision on various aspects of reproductive health.[@b10-jmdh-11-601] Furthermore, when men used to be the sole income generator of the family, their attention toward family health and their involvement in reproductive health is limited.[@b11-jmdh-11-601] This has led women to be the basic target in most of the health education and awareness programs and men tend to be excluded.[@b12-jmdh-11-601] This exclusion indicates an incredible reason behind men being unable to make informed decisions during emergencies and being less interested to engage in maternal and reproductive health.[@b6-jmdh-11-601]

While the outlets of maternal health services are growing, lack of men's support for the utilization of safe motherhood services is seen as a barrier by the women.[@b13-jmdh-11-601] Historically, men engagement has been depicted as obstructive or nonexistent in reproductive health matters. They either impede on women's choice on the use of family planning methods or become nonresponsive due to lack of interest.[@b14-jmdh-11-601] There is also a practice for women to be assisted with the family members of same sex during labor.[@b15-jmdh-11-601] Also, the community where men are relatively less involved in HIV/AIDS prevention strategies have experienced an increase in sexually transmitted infections (STIs).[@b13-jmdh-11-601]

There is a need for holistic approach for the involvement of men in reproductive health. If men and women are perceived as equal partners, effective decision making and better outcome in SRH can be expected.[@b16-jmdh-11-601] Consequently, many of the reproductive health programs have looked at addressing several issues through this gender lens. Numerous programs have tested men's involvement in various contexts and found to be positive in a number of areas, including family planning,[@b17-jmdh-11-601],[@b18-jmdh-11-601] prevention of HIV,[@b19-jmdh-11-601] birth preparedness and access to emergency obstetrics, women's workload during pregnancy and in raising emotional support and communication.[@b6-jmdh-11-601],[@b20-jmdh-11-601] In spite of enough evidences of the significance of male participation in reproductive health and their low level of involvement, less is known regarding the in-depth understanding over the factors related to this in Nepal. To address this gap, this study examines gendered perspective opinion among teachers and health professionals to explore several factors contributing to male involvement in reproductive health.

Material and methods
====================

Study design
------------

This research is based on a qualitative method comprising key informant interviews (KIIs) and focused group discussions (FGDs). The study was conducted in Bungamati, Lalitpur district, Nepal, from July to September 2017. Bungamati is village that is located 10 km south of Kathmandu city, the capital of Nepal. It constitutes 1,304 total households with an average household size of 4.58 and total population of 5,966, of which 3,575 are 15--49 years old.

Data collection
---------------

KIIs with health care providers and FGDs with the teachers group were used to collect data. Health care providers and teachers were chosen because they are among the most important influencers in the lives of community people. Besides health professionals in a small community like Bungamati, teachers are key resource persons with whom confined information in several health issues can be ruled out rightly. Moreover, with the assumption that male teachers can relate with their experiences on discussing over the factor that have limited or facilitate for their participation in reproductive health, male teachers were selected for FGDs. Therefore, to complement FGDs and to examine the phenomenon under study from community health perspective, KIIs were conducted with health care providers of the same locality.

Interview guide
===============

The interview guide consisted of two parts: the first part was sociodemographic information of the participants and the second part consisted of open-ended questions. Sociodemographic division included the information on age, sex, marital status, level of education, and number of children. However, the open-ended questions were used for KIIs and FGDs. An interview guide was first developed in English and later translated into Nepali language.

Sampling and recruitment
========================

Two schools (Divya Jyoti Secondary School and Tri-Ratna Higher Secondary School) of Bungamati, Lalitpur, were randomly chosen for conducting FGDs with the male teachers. Once the schools were chosen, a few visits were made by the researcher to meet with the principal and the main coordinator of the selected schools to inform them about the purpose of the study and the particular date and time for conducting FGDs. Purposive sampling was applied to recruit male teachers from the selected schools. To adequately represent the participation, FGDs were planned during an hour of break time. However, the health care providers of the health post are the key informants in the study. Census method was applied among health care providers to get their responses. All the health care providers were informed about the purposes of the study and all of them agreed to participate in the study. Nevertheless, there were no any forms of incentives for the participation.

Role of selection bias
======================

In order to not let selection bias happen, we select the subject randomly even though research site was selected purposively. It is because it was both feasible for carrying out research as it was near Kathmandu and the area is a rural area with agro-pastoral way of life. However, the researcher did not know about the subjects of both KIIs and FGDs. The health post workers and school teachers were invited for an interview, and those who agreed were interviewed for the study

Key informant interviews
========================

Seven in-depth interviews with individual key informants of the health facility were conducted. The interview was carried out separately in the closed room by the researcher, starting with the head of the health facility. The interview sessions lasted for about 35--45 minutes. All interviews were tape-recoded. However, to supplement the transcripts, the research assistant took notes during each interview.

Focus group discussions
=======================

Two FGDs were conducted, and both were among the male teachers of the selected schools. In one FGD, there were six participants, and in other there were seven. The date were scheduled 10 days in advance and were notified to all the participants two times in between, because of which the desired number of participants was present for FGDs.

Before the beginning of each FGDs session, the purpose of the study was explained to each participant. When all the participants agreed to take part in the discussion, the session was formally started. Considering adequate privacy, silence and adequate lighting, the site for FGDs was selected. The participants were positioned in C shape inside the room. The principal investigator (PI), as a moderator, and research assistant stayed at the front so that everyone would be visible to everybody in a comfortable manner. The participants were encouraged to interact with each other and some probing questions were used by the PI to make the discussion more effective. Each session lasted for about 60--90 minutes. All discussions were tape-recoded. However, to supplement the transcripts, the research assistant also took notes.

Data analysis
-------------

Tape-recorded discussions and interviews were first transcribed into Nepali language, which was later translated into English language. The researchers then read the transcripts and field notes, word by word and started coding the data. Initial coding was made on the translated scripts. The translation of the interview from Nepali into English was verified from an expert of Nepali--English translator. The transcribed data were imported into the NVivo8 software, where coding was done and content analysis was performed. During the coding process, data were continuously reviewed, emerging patterns were noted and relationship between constructs was identified. Especially in FGDs, the author systematically analyzed explaining similar and contrasting viewpoints surrounding each theme.

Ethical considerations
----------------------

The study was approved by Institutional Review Board of Kathmandu Medical College (Ref:17032017). Permission to conduct the study was obtained from the administration head of municipality office and in-charge of health post of Bungamati, Lalitpur district. The written consent was taken after explaining objectives of the study to the individual participant. However, to ensure the confidentiality of the information, respondents' names were not used in the field notes and audiotapes.

Results
=======

Demographic characteristics of study participants
-------------------------------------------------

### Focus group discussions

Thirteen participants took part in two FGDs. All of them were male. Two participants were less than 25 years of age. The age groups of 25--35 years and 35--45 years had five participants each. Only one participant was above 45 years. Except one respondent, everyone was married. Majority of the participants had one to two children. While almost half of them had completed master's degree, other half of the participants were educated up to higher secondary and bachelor's level ([Table 1](#t1-jmdh-11-601){ref-type="table"}).

### Key informant interviews

There were in total seven respondents. Four of the seven respondents were female and three were male. The age group 36--45 years had the most representation with four participants. Two of the participants were in the age group 25--35 years and only one above 45 years of age. All of them were married. Similar to FGDs, a large majority of KIIs participants had one to two children. However, contrary to FGDs, none of them were educated up to master's degree. Four of them had completed only up to higher secondary, and three of them had passed bachelor's level ([Table 1](#t1-jmdh-11-601){ref-type="table"}). In addition, although there were both males and females in the KIIs, there were no differences in opinion with regard to gender.

Knowledge and benefit of involving men in reproductive health
-------------------------------------------------------------

> "They should actively participate in family planning, care of pregnant lady and nutrition."

There was a broader understanding and acceptance among the respondents that men should play an active role in maternal and child care. However, in terms of when and how men need to be involved in MCH, the respondents gave varied answers. The teachers' groups said that man should be involved in different activities such as counseling, family planning, and taking care when the wife is sick and after 5 months of pregnancy.

The health care providers said that health and safety of mother and child is the reason why men accompany wife during pregnancy and child growth monitoring. However, they said that very few males accompany their wife to health facility for follow-up and in other MCH-related activities.

The health care providers also said that they were of the view that males' involvement bring knowledge to the family, which then helps the husband to take care of his wife during pregnancy. They noted that educated men are mostly involved in wife's care and often accompany them to the MCH clinics

Factors hindering male involvement in reproductive health
=========================================================

The teachers' group said that sociocultural factors like patriarchal family, generation gap among family members, having male as a solo income generator and female preferences to go by themselves for MCH services might have hindered male from accompanying wife in MCH clinics. ""Mostly males are involved in income-generation; they don't have enough time and have to take days off.""

Furthermore, the health care providers were of the view that religious factors, village life and social prestige of men and negative perception of society too hinder them from accompanying wife in MCH clinics and in family planning activities.

As per the teachers group, psychosocial factors such as individual mind set and shyness might have hindered male from accompanying their wife in MCH clinics. They were of the view that these factors were linked with education and awareness of the male member of the society.

Remarkably, both the group of respondents identified specific health system factors as barriers to reproductive health. Availability of Female Community Health Volunteers (FCHVs) and nurse in most of the health facility prefer female clients to talk about health issues and defer to talk when they encounter with male, visiting health care facility with issues of MCH services and reproductive health.

In addition, both the health care providers' and teachers' groups identified misinformation as the challenge men face when getting involved in the care of pregnancy and childbirth. They said that the information of vasectomy is misunderstood by many of the people in this community. They think that vasectomy can cause back pain, weakness and have problems in erection following surgery. ""There was a case of vasectomy failure in my locality. The male had surgery after having two children. After surgery too, he had two more children. Later his wife did Minilap.""

Lack of knowledge about condom use and other family planning methods, and problems with disposal of condom are the challenges that men face if they want to be involved in pregnancy and child birth.

Factors motivating male involvement in reproductive health
==========================================================

The teachers' group mostly said that the feeling of responsibility motivates men to involve in various reproductive health activities. They also identified that positive attitude in men can inspire them to accompany their wife in family planning and MCH services. They were also of the view that if men are involved in future planning of their children, show love and care, then it might persuade them in making good decision for the use of effective contraceptives and support the wives in maintaining balanced sexual life.

Education was also identified as the other motivating factor. They mentioned that literate men make the effective informed choices especially during the emergency when one's decision play a vital role. Furthermore, they also identified awareness as the factor that compliments the educational background of the men. They also said that their action for safer sex, planned pregnancy and accompanying their wife for MCH clinics might also aware their neighbor and motivate them to follow such actions. ""If I go with my wife, my neighbours will also imitate that behaviour.""

However, the health care providers said that the fact that health status is difficult to recover after degradation of person's health and the cost associated with the treatment of sickness might be the factor that drive men to support wives in making reproductive health care decisions. Furthermore, the health care providers also recognized that involvement in MCH activities is responsibility of both male and female. Therefore, this sense of responsibility might also inspire men to be aware of sexual and reproductive health activities between the couple, including children immunization and their health.

The teachers' group identified the need for more education and awareness program so that men get motivated and get involved in MCH clinics and in family planning. They also felt the need to include MCH in the school curriculum. They also talked about the effect of incentive on males' involvement. ""Few years back when AAMA MILAN KENDRA ran a project on Role of males in MCH along with provision of incentives, the outcome (male participation) was found impressive.""

Sexually transmitted diseases (STDs) and male involvement in reproductive health
--------------------------------------------------------------------------------

The teachers' group was of the view that there is a relation between male involvement in reproductive health and STDs like HIV/AIDS. They said that if men participate in different reproductive health activities like contraception usage, planning of family and have safe sex, it certainly helps to prevent STDs. Although they told that male involvement plays a major role, they also recognized the fact that both male and female should be involved in reproductive health ""In Nepali society, males play major role in RH, so they should be involved. But involvement of male alone is not enough, female should also be involved.""

However, some respondents were of the view that husband would know about STDs like HIV/AIDS and they are alert by themselves.

The health care providers said that the male partner would adopt safer sex practice if they were involved in MCH and family planning activities. Furthermore, they were of the view that STIs should be treated in time. ""STIs should be treated in time.""

Recommendation for better male involvement in reproductive health
-----------------------------------------------------------------

In both groups, the respondents were of the view that both male and female are responsible, and both need to play a vital role in contraceptive devices use. But they were also mindful that differences exist in adopting permanent means and the family need to consult the doctor for the choice of suitable family planning devices and for proper child spacing.

The respondents said that males are better suited for using contraceptive devices as it is easy for males to use and possess less side effect to them. However, they also recognized the fact that there are fewer options for men and sometimes they are reluctant to use condoms. ""For e.g. condom if used by male is lot easier than female.""

Some respondents also said that females should use the contraceptive devices as more options exists for them. ""Females more responsible in Tamang community for contraceptive usage while males are also sharing the responsibility in Newar and Chhettri community""

The health care providers identified an interesting fact about the ethnic difference in the way male and females get involved in MCH and reproductive health activities. For example, they said that the females are responsible in Tamang community while males are also sharing responsibility in Newar and Chhettri community.

Furthermore, the health care providers also said that there is a need for policies that promote both husband and wife to visit the health facilities for antenatal and postnatal care.

Discussion
==========

This study explores details about the experiences of the male teachers and staffs of health care facility toward the factors influencing involvement of the husband during pregnancy, child birth, family planning, and in other male and female reproductive health issues. Although there are many determinants contributing to SRH indicators, low level of male participation is a major factor. While there have been some previous studies on perspectives from local people and community workers, this study is the first of its kind in Nepal, bringing together the experiences and perceptions from the known stakeholders of the community. The findings, therefore created more profound understanding and complement other similar quantitative studies exploring several factors responsible for male involvement in reproductive health.

This study shows that there is a broader understanding among the respondents about the determinants influencing male participation in reproductive health. The respondents said that the issue of health and safety of mother and child is the important element behind men's involvement in MCH activities. A study by Lewis et al in Gorkha district of Nepal too shows that the expectant father has important role in maternal health and safe childbirth.[@b9-jmdh-11-601],[@b11-jmdh-11-601] Men's involvement in MCH and reproductive health activities was bringing knowledge that was helpful for the family in dealing with similar activities and men's involvement was related to their educational background. As suggested by Lewis et al's study from Gorkha, Nepal, men's involvement in maternal health and childbirth related activities is a complex issue that is linked to education and changing dynamics of the society. However, what is concerning is that the health care providers reported that very few males accompany their wife during pregnancy and follow-up visited and other MCH-related activities so there is need to understand the dynamics of male involvement in MCH activities in Nepal and deliver positive interventions accordingly.[@b11-jmdh-11-601]

As per the respondents, sociocultural and socioeconomic factors such as patriarchal family structure, generation gap, male as income generator, female preference to go for MCH activities by themselves, religious factor, village life and negative perception of society hindered men's involvement in MCH activities. A study by Kaye et al in Uganda shows that men who accompany wife to hospital also identified factors such as personal relationship, family and community as the hurdles to their involvement during childbirth.[@b21-jmdh-11-601] Likewise, health system factors such as the FCHVs and nurse not allowing men involvement in MCH clinics, family planning and MCH services being run by female health care providers favoring females, misinformation about contraceptive methods and means, and a general health facility environment that doesn't support and promote men were the factors hindering male involvement. Several studies have identified health system as unwelcoming, uncooperative and intimidating for male involvement in MCH, childbirth and other activities.[@b21-jmdh-11-601],[@b22-jmdh-11-601] There seems to be dual challenges related to societal factors and health system factors when it comes to male involvement in MCH, during childbirth and reproductive health activities. Thus, the strategies must be multidimensional and should target education, awareness and socioeconomic aspect as societal level and quality and service delivery of antenatal care, delivery and postnatal healthcare services, male and female reproductive health issues and male friendly at the hospital level.[@b11-jmdh-11-601],[@b21-jmdh-11-601],[@b23-jmdh-11-601]

As per our research, male involvement in reproductive health is linked with societal and health system dynamics. Although, some factors hinder men's involvement in MCH and reproductive health in community level, the feeling of responsibility, education and positive attitude motivates men's involvement in reproductive health activities. A study by Kululanga et al in Malawi discusses about various strategies that utilize social factors that can promote men's participation in maternal health care.[@b11-jmdh-11-601] However, the study also reports about using different strategies for urban and rural residents and those who are educated or lack in education. Interestingly, the healthcare providers in our study highlighted the case of ethnic differences in male and female involvement in reproductive health activities which too have to be accommodated when developing programs that promotes men's involvement in several reproductive health activities. The health system dynamics too is a complex thing as it encompasses multiple factors in demand and supply of the services. In the supply side, it includes factors such as quality and delivery of MCH services, availability of different type of family planning options and male supportive health facilities. Likewise, in the demand side, factors like utilization of such services, misinformation, male participation and so on are included. In our study too, the respondents reported about the positive effect of incentive on male involvement in MCH activities and the widespread misconception about vasectomy and other family planning methods that is affecting male usage of these services. Studies have reported about the effects of demand-side interventions on maternal care, maternal and infant mortality and have said that these interventions can increase utilization of services and reduce mortality.[@b24-jmdh-11-601],[@b25-jmdh-11-601] Furthermore, there is the issue of linkage between reproductive health and STIs, such as HIV/AIDS. Thus, the interventions and policies to improve male involvement in reproductive health activities must be suitable to the local context, should address broader population's need and the availability of resources.

Conclusion
==========

The factors that can influence the degree of male participation in reproductive health can vary from several perspectives in which individual live and interact. This study concludes that men's education and attitude, knowledge, and awareness, sociocultural factors, psychological factors, heath system factors, and policies play important roles in male involvement in reproductive health. Given a complete understanding on the need of more male participation from all the participants, this study suggests on developing more men friendly MCH care settings and improves service delivery that routinely involves men. The current female oriented awareness programs in family planning and reproductive health should be re-examined and modified to involve men. In addition, effective implementation of men involvement in reproductive health initiatives should address the barriers and challenges to men's supportive participation in reproductive health. Furthermore, this study recommends on increasing literacy of reproductive health among men either by including it in the school curriculum or through any awareness activities that enhance their positivity and motivates them to participate in reproductive health services.
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###### 

Characteristics of study participants for FGDs and KIIs

  Variables                Focus group discussions (n=13)   Key informant interviews (n=7)
  ------------------------ -------------------------------- --------------------------------
                                                            
  **Age (years**)                                           
  \<25                     2                                0
  25--30                   2                                1
  31--35                   3                                1
  36--40                   4                                2
  41--45                   1                                2
  \>45                     1                                1
  **Sex**                                                   
  Female                   0                                4
  Male                     13                               3
  **Marital status**                                        
  Married                  12                               7
  Single                   1                                0
  **No. of children**                                       
  1--2                     9                                6
  Three or more            3                                1
  **Level of education**                                    
  Up to higher secondary   3                                4
  Bachelor's level         4                                3
  Master's degree          6                                0

**Abbreviations:** KIIs, key informant interviews; FGDs, focused group discussions.
